LETTERS TO THE EDITOR 959 1.11 mmol/l triiodothyronine (T3), and 43 mU/I thyroid stimulating hormone (TSH). Antithyroid and antimicrosomial antibodies were negative and urinary iodine was > 1O mg/L. A "mTc-pertechnetate scan showed a normal gland.
Clinically it was thought she had a pancreatic carcinoma and possibly a right pyonephrosis. The ultrasound scan suggested a 5 cm mass in the head of the pancreas and a dilated common bile duct, a thick walled gall bladder containing several calculi, a right hydronephrosis and a suspicion of metastases in the right lobe of the liver.
Endoscopic retrograde cholangiopancreatogram (ERCP), performed at another hospital, showed multiple stones in the common bile duct some of which were extracted after sphincterotomy. Arrangements were made for repeat ERCP in 4 weeks.
The patient had improved both clinically and biochemically. Because ofthe strong suspicion of malignancy the ultrasound scan was repeated. This time it failed to show any pancreatic mass, but the report was otherwise similar to the first. An outpatient computed tomographic (CT) scan showed generalized pancreatic atrophy, gas in the biliary tree and a right hydronephrosis. Two weeks later the patient deteriorated and an exploratory laparotomy was performed. This revealed an intrahepatic malignant gall bladder infiltrating the liver in addition to stones in the common bile duct. Gall bladder and liver biopsy confirmed an undifferentated large cell carcinoma infiltrating into liver tissue. The patient died 9 days postoperatively with bronchopneumonia.
Our patient had endured 6 
